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Abstract 


Primary ovarian leiomyoma is a rare benign tumor of the ovary seen in women between 20 and 65 years old. Clinical, 
ultrasonographic and tumor marker data remain the best preoperative approach currently available for ovarian tumors. Only 
pathological examination can establish the diagnosis. The major difficulty is to differentiate between ovarian fibroma and 
other solid ovarian tumors. We report the case of an ovarian fibroma in a postmenopausal patient managed for an adnexal 
mass in a context of chronic pelvic pain and abdominal distention. 
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Introduction 

Uterine myoma or leiomyoma is a benign tumour of the 
smooth muscle tissue of the uterus. Ectopic localisations are 
rare. Ovarian fibroids are rare. They account for 1% of 
organic ovarian neoplasms [1] and are usually benign. These 
lesions often occur in older postmenopausal patients. 
Clinical, ultrasound and tumour marker data remain the best 
preoperative approach currently available for ovarian 
tumours. Only pathological examination can establish the 
diagnosis [2]. 

We report a case of ovarian fibroma in a postmenopausal 
patient who was treated for an adnexal mass in the context of 


chronic pelvic pain and metrorrhagia. 
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Case report 

We report the case of a 70-year-old patient, with no particular 
history, who consulted us for abdominal distension and 
chronic pelvic pain that had been evolving for 8 months, with 
no associated urinary or digestive signs, all evolving in a 
context of conservation of general condition. 

On clinical examination, the patient was hemodynamically 
and respiratory stable, with normo-colored conjunctiva, BMI 
30 kg/m2, and in good general condition. 

Examination under speculum revealed a normal cervix, no 
vaginal lesions and no bleeding. The size of the uterus was 
difficult to assess by vaginal touch and abdominal palpation, 
given the abdominal distension. 


Abdominal examination revealed a distended abdomen, with 
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palpation of a painless, hard abdomino-pelvic mass extending 
beyond the umbilicus. 


The rest of the somatic examination was unremarkable. 


An ultrasound scan revealed a right latero-uterine mass with 


ill-defined contours, probably ovarian, 55 mm _ long, 


associated with a peritoneal effusion (Figure 1). 
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Figure 1: Ultrasound appearance of the mass 


An MRI scan revealed a poorly defined abdomino-pelvic 
lesion measuring 120 x 112 x 133.5 mm with a 
heterogeneous, moderately enhanced signal after injection of 


the contrast medium. The lesion came into intimate contact 


with the digestive tract laterally and the uterus inferiorly, 
compressing the bladder. Infiltration of the surrounding fat. 


Moderate peritoneal effusion. No individualization of the left 


ovary (Figure 2). 


Figure 2: MRI appearance of the mass 


The CA125 assay was 10.71 U/ml, ACE 3 ug/l and CA 19-9 
8 UI/L. 

The patient underwent surgical exploration by median 
laparotomy under the umbilicus, which revealed a uterus of 
normal size, a moderate amount of effusion, the presence of 
a 15 cm multiloculated right latero-uterine mass, the left 
adnexa was normal, and there was no sign of carcinosis. A 
sample of the ascites was taken for pathological examination. 


First, a right adnexectomy was performed for 


extemporaneous examination, which revealed no signs of 
malignancy and was in favor of an ovarian fibroid. Total 
hysterectomy without adnexal preservation was then 


performed (Figure 3). 
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Figure 3: A: right adnexectomy. B: Total hysterectomy without adnexal preservation 


Pathological examination confirmed the presence on the 
adnexectomy specimen of a solid multilobed tumor with a 
smooth outer surface measuring 12 cm in diameter and 
corresponding to an ovarian fibroid. 


Post-operative management was straightforward. 


Discussion 


Uterine myoma or leiomyoma is a benign tumor of the 
smooth muscle tissue of the uterus [3]. Its extrauterine 
localization is rare, its physiopathogenesis is poorly 
understood and it poses a diagnostic problem [4]. 

Primary ovarian leiomyoma is a rare benign tumor accounting 
for 0.5-1% of all benign ovarian tumors [5], first described in 
1862 by Fallahzadeh et al [6]. 

It usually occurs between the ages of 20 and 65 years and is 
usually discovered incidentally. Approximately 85% of cases 
are detected in perimenopausal and postmenopausal women 
together. Of these, 16% are found after the menopause [7-10]. 
The age group for both ovarian and uterine leiomyomas is 
similar, with a very wide range, but only a few cases have 
been reported in postmenopausal women as in our case [11]. 
A review of the literature shows that less than 100 cases of 
primary ovarian leiomyomas have been reported up to 2020 
[11]. 

They represent an anatomopathological variant of fibrothecal 
tumors of the ovary, which are stromal tumors associated with 
spindle-shaped connective cells, thecal cells or both [12]. 
The exact cause of ovarian leiomyomas is unknown, but it is 


thought that they arise from smooth muscle and include 


ovarian hilar blood vessels, ovarian ligament, smooth muscle 
cells or multipotential cells in the ovarian stroma, 
undifferentiated germ cells, cortical smooth muscle 
metaplasia, smooth muscle metaplasia of the endometrial 
stroma, smooth muscle in mature cystic teratomas, smooth 
muscle in the walls of mucinous cystic tumors, and metastatic 
uterine leiomyoma to the ovary [13,14]. 

Most are usually small (<3 cm) and asymptomatic, and are 
therefore discovered either incidentally during routine 
physical examination, incidentally during surgery, or at 
autopsy after histopathological examination. If the tumor is 
large, it may cause pelvic pain, a palpable mass, or sometimes 
present as an acute abdomen due to torsion or necrosis in the 
tumor. In the present case, the woman presented with 
abdominal distension and pelvic pain [15]. 

They may be bilateral in 4-8% of patients and multiple in 10% 
of cases [16], particularly in Gorlin's syndrome [17], or 
associated with pleural effusion and ascites in Meigs’ 
syndrome [18]. Bilateral ovarian leiomyomas are seen in 
pediatric and young women and are usually not associated 
with uterine leiomyomas as seen in perimenopausal women 
[19]. 

There are no pathognomonic symptoms or characteristic 
imaging findings and therefore it is a diagnostic challenge for 
clinicians and is mostly misdiagnosed. It should therefore be 
considered in the differential diagnosis of solid ovarian 
masses. 

The main difficulty is to differentiate ovarian fibroma from 


other solid ovarian tumors [20]. Cystic degeneration and 
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hemorrhage are common, but calcification in ovarian fibroma 
is rare. 

Radiological examination is often insufficient to make an 
accurate diagnosis. The sonographic appearance is that of an 
echogenic mass associated with multiple shadow cones not 
related to calcifications but to the attenuation of the 
ultrasound beam by the fibrous tissue [21]. Ultrasound is 
inconclusive and magnetic resonance imaging (MRI) may be 
suggested. Ovarian fibromas are described as typically 
showing low signal intensity on T1-weighted MR images and 
marked hypointensity on T2-weighted images; contrast 
enhancement of fibromas is heterogeneous and mild-to- 
moderate [22]. 

Serum levels of CA-125, CA 19-9 and carcinoembryonic 
antigen (CEA) are within the normal range, as in our case. 
Ovarian leiomyomas occurring synchronously with uterine 
leiomyomas in 78% of cases suggest identical hormonal 
stimulation [23,24]. 

The correct diagnosis of an ovarian fibroid requires 
identification of the smooth muscle nature of the tumor. 
Ovarian leiomyomas must also be differentiated from 
leiomyosarcomas. Pathologists use criteria such as the 
number of mitoses, cytological atypia and tumor necrosis. 
None of these criteria were found in our case [19]. 

Surgical treatment is recommended. Salpingo-oophorectomy 
can be considered in perimenopausal or postmenopausal 
women, and cystectomy can be performed only in young 


women [25]. 


Conclusion 

Ovarian fibroids are rare, preoperative diagnosis is very 
difficult, surgery with histological study is used to establish 
the diagnosis. An updated literature review should describe 
the incidence of these tumors in order to remove the 
controversy about their existence, as they are increasingly 


reported in the literature. 
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